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Editorial Comment 


IN THESE editorial columns we have commented on the 
privileged nature of medical records and the conflict that de- 
velops when the student-health physician is asked to fill out 
yarious health forms which invade the privileged character of 
the relationship between the student-patient and the physician.’ 
The latter is asked to serve the interests of the institution or 
agency by evaluating a prospective student or employee and 
thus is placed in the ethically untenable position of serving two 
parties whose interests may be in conflict. In an earlier issue 
John S. Hathaway considered some aspects of the dilemma in 
which the student-health physician is thus placed.” In the pres- 
ent issue appears a symposium dealing with the ethical problems 
encountered by college psychiatric services. 

The four participants in this symposium sponsored by the 
Committee on Mental Health of the American College Health 
Association discuss the ethical and moral responsibilities that 
must be fulfilled in relationships with the families of patients, 
with official agencies, with faculty and administrative personnel, 
and with other campus counseling agencies. There is unanimity 
of opinion that the guiding principle should be to serve the best 
interests of the patient, and with few exceptions this means that 
privileged communications must be kept inviolate. The excep- 
tions cover cases where there is threat of suicide or of commission 
mol serious crime, as well as some instances where a limited ex- 

Mchange of information will enable another person to render 

greater service to the student in a counseling or educational way. 


[ Editorial Comment, Student Medicine, 5: 3, 1956. 
J. S. Hathaway, Health Forms and Student Health Services, Student Medicine, 
% 21-24, 1956. | 
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We are in complete agreement with this point of view; and 


we believe that all student-health physicians will profit from | 


reading this symposium, for the problems discussed by our 
mental hygiene coworkers are essentially the same as those found 
in other phases of student-health work. 


EPIDEMICS OF ILLNESS ON THE CAMPUS 


The recent epidemic of “Asian” influenza created a major 
problem on many campuses. The way in which this problem 
was handled in one campus epidemic is described in this issue. 
As we prepare the issue, we find ourselves using the same means 
of coping with another epidemic illness, rubella. 

On other campuses, no doubt, different means are employed 
to cope with epidemic illnesses. Some differences will arise be- 
cause no two campuses are exactly alike; some, because various 
ways have been found to deal with similar problems. 

We feel that it would be helpful in dealing with campus epi- 
demics if more student-health facilities would share their experi- 
ences. We therefore invite short articles or letters from any 
student-health worker describing the way epidemic illness is 
handled on his campus. 
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ETHICAL PROBLEMS ENCOUNTERED BY 
COLLEGE PSYCHIATRIC SERVICES: 
| A SYMPOSIUM 


The papers by Robert Hinckley, William I. Brill, Bryant Wedge, 
and John Summerskill which follow were presented at the First An- 
nual Symposium of the Psychiatric Division of the American College 
Health Association, Baltimore, April 24, 1957. The symposium was 
arranged and sponsored by the Committee on Mental Health of the 
ACHA: Lewis Barbato, William Brill, Robert Hinckley, Harrington 
Ingham, Vernon Keye, Saxton Pope, Bryant Wedge, Joseph Wheel- — 
right, and C. Douglas Darling, Chairman. 
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|. The Responsibility of; the 
College Mental Hygiene Clinic 
to Family and Parents 


ROBERT HINCKLEY, M.D., 
UNIVERSITY OF MINNESOTA 


ALL OF US are familiar with the broadening horizons of 
psychiatry, for example, the social perspectives, such as the 
‘recognition of the family as the reservoir of mental illness and the 
implication of this recognition for epidemiology and therapy. 
These broadening horizons increase our professional and moral 
duties and obligations. Also, as a college psychiatrist, each of us 
is concerned with the structure and functions of academic in- 
stitutions with economic determinants, and with the limitations 
of available skill, time, and energy. These limitations help set 
our borders and define our status within our professional, legal, 
and moral obligations. What, then, are they, or where are our 
obligations? 

Dr. Darling’s invitation to participate in this symposium, 
despite the necessity of definition, did not seem initially to in- 
volve too great a task. Our duties, relationships, and responsi- 
bilities to parents and relatives seemed crystal-clear. ‘There was 
only a gradual realization that each contact was a law in itself 
and that any general principles or attitudes had been painfully 
derived, that, “‘judgment is that which one gains from experi- 
ence, and experience is that which one gains from mistakes.” 
Yet, even if we have arrived at certain workable and apparently 
ethical procedures, this does not necessarily mean that our way 
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is right or best or that other ways are unsound. Nor can ou 
ways remain static. Ill point out our solitarily learned route 
and conditions, but I am here to learn better ways. 

To arrive at some consensus as to a few of our parental ob. 
ligations would be a remarkable help. Remembering then that 
perhaps not many of you will agree with me about any one 
point of obligation and that perhaps fewer still will agree with 
our mode of discharge, the rest,of my discussion will be in an 
effort to define and illustrate what I regard as our reasonable 
discharge of certain legal, moral, and professional responsibilities 
to parents and relatives. : 

There appear to me to be several problems that make the 


necessary or desirable contacts with parents or family difficult: § 


we are faculty members responsible to the university and to 
parents or relatives; our university stands firmly zn loco parents 
to about 40 per cent of the student body; a fair fraction of our 
students are not legally of age and yet 60 per cent live within 
commuting distance of the university and in contact with their 
families; we are doctors practicing medicine under certain laws 
and ethics that govern our relationship with our patients; and 
last, we are concerned with treatment, with the individual's 
growth and welfare, and, if possible, with his going ahead to 
benefit from the processes of education in the community that 
we responsibly represent. Only recently have we become markedly 


engaged—indirectly, as consultants to other agencies—in aiding}. 


these agencies to obtain the broader objectives, as well as, by 
administrative means, filtering out some individuals from ad- 
mission to the university and terminating the stay of others on 
personality or behavioral bases. | 
The reasons for parental or family contacts seem to be four- 
fold. First, there is the discharge of legal responsibility, as for 
example, the gaining of hospital admission, which would perhaps 
be the most frequent. Secondly, there is the discharge of a moral 
responsibility, as where a serious suicidal or homicidal threat 
cannot be assumed to be a reasonable therapeutic risk. Thirdly, 
and most welcome, there is contact for the direct therapeutic 
benefit of the patient. This contact, of course, is ordinarily made 
with the patient’s acquiescence and frequently in his presence, 
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RESPONSIBILITY TO FAMILY 


but it might be made before ever seeing the patient, for the 
purpose of advising the parents concerned of available services 
for their child’s further care. And, fourth, such contacts might 
be for the welfare of the family, for example, where the move- 
ment of the student under therapy has led to the disequilibrium 
of relationship to others, as in the case of married student and 


spouse. Under this heading also would be the matter of aiding | 


relatives in their worries about the patient and their attitudes 
toward him. Progressively fewer contacts are being made for 
manipulative reasons, except to insure being permitted to exert 


sound therapy. 
There has been in our clinic a savedictadie changing ratio 


for family contacts. Earlier in our service—the early thirties, for 


instance—our case load was smaller; yet the relative frequency 
of parental contacts was considerably greater. This is true de- 
spite the fact that (or perhaps even because) psychiatry has 
become far more socialized in attitudes, perspectives, and re- 
lationships. ‘There seem to be several reasons for the decreased 
rate of frequency of parental contacts—e.g., the determinants 
imposed by health service structure and economics, the character 
of our community, the changing character of the clinical load, 
and the increased public awareness of our role and of that of 
psychiatry in general—but partly it is due to policy based upon 
medical ethics and the use of direct therapy. 

The parental or family contacts made by our mental hygiene 
sevice are important when they do occur, but they are not fre- 
quent. ‘The infrequency is partly explainable by the fact that 60 
per cent (in 1956) of the student body lives within commuting 
distance, and we are therefore not firmly zn loco parentis for as 
many students as some of you may be. Also, unlike the situation 
in the community guidance clinic, we are dealing with young 
adults, where interview therapy can be done directly with the 
patient or supportively by other modes at our command rather 
than by family therapy. Then, too, a great number of our pa- 


tients present either problems of emancipation or other family 


difficulties where contact with the parents would be of little avail 
or even disruptive of the therapeutic rapport. This will hold true — 
unless we can stretch our organizational function to therapy with 
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the family unit or with individuals in the family. In fact, fre. 
quently for soundest aid to all concerned our duty to the patient 
is to ward off, at least for a time, such family contacts or to deal 
with them indirectly, as through social work. Here one is com- 
pelled to mention a changing phenomenon of the character of 
case load. The so-called ‘‘classical’’ postadolescent, of confused 
though searching and elastic or resilient character used to make 
up 95 per cent of our load; such material now: makes up only 
5 per cent, and in place of it we are seeing mainly cases of firmer 
character neurosis or of personality problems, many of which are 
of psychotic timbre. Thus the mild modification of family atti- 
tudes or the persuasion of a family member into therapy to avoid 


a situational neurosis no longer plays a major role. I will not. 


go into the reasons for the changing spectral band of case material, 
but it does alter the character of our relationship with families. 

In the attempt to define our obligations it may help to list 
the more frequent and important contacts we have had with 
parents or relatives. 

1. There has been an increasing need to ak to parents of 
the ambulant psychotics, the number of which is increasing, es- 
pecially where clinical judgment does not permit us a reasonable 
prognosis of continued progress or even continued rapport. 
Sometimes this is to. persuade the parent of the reality of the 
student’s illness or to gain treatment outside our functions. More 
and more frequently ambulant psychotics, convalescent from 
hospitalization or with a record of chronic and well recognized 
illness, are being referred into school, usually because a doctor 
or counselor has suggested the academic environment as a sup- 
portive one where, supposedly, the stresses of life are minimal 
and where the patient can have psychiatric care. I am not 
debating the propriety of such students’ being in school; that is 
an educational and administrative matter. However, I believe 
we have an obligation to the parents of some of them to make 
sure they understand the problem and to aid them to a sounder 
solution of it where and when that is possible. 

2. Sometimes it is necessary to see parents or relatives when 
one reaches the conclusion that unless their attitudes change the 
patient’s reactions and attitudes will jeopardize the family and 
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mitigate against his sound therapy—as in the case of the im- 
mature, passive-aggressive individual who acts out or has un- 
sound control of situations. Frequently teachers and other 
counselors must also be consulted. 

3. We often see parents who wish to get a son or daughter 
under treatment or to discuss his needs or the available service 
or the mode of referral. 

4. We need to aid, inform, and even direct the parents whose 
child is held out of the university on behavioral or personality 
bases or on similar grounds is refused admission to schools of 
education, medicine, or nursing. This obligation ordinarily 
comes after administrative action. 

5. Similarly we feel an obligation to offer help and explana- 
tion to parents of students who have had or are about to have 
disciplinary action taken against them because of behavioral 
difficulty. 

6. We feel especially sbahented to certain types of parents of 
patients under treatment (may I roughly classify these parents 
as the overanxious, the perplexed, the overpossessive, the un- 
co-operative, and the rejecting). Our sense of responsibility 


stems from concern not only for the patient but also for his 


parents. We feel no duty to carry out the enforcement of parental 
will on an unco-operative patient who is moving soundly, except 
to try to minimize the conflict or perhaps to persuade the parents 
to adopt better attitudes or to seek therapy for themselves. 
When the patient is a minor, however, certain obligations are 
felt to gain consent for specific therapies, e.g., in the use of CO, 
anesthesia. We do not believe that we are obliged routinely to 
inform parents of the psychotherapeutic treatment of their chil- 
dren. No patient is advised not to inform his family, but some- 
times the reasons for doing so are questioned, minimized, or 
postponed. | 

7. We are morally obligated to notify parents of our profes- 


‘sional opinion and to support them in sound decision when there 


is a suicidal risk that cannot reasonably be assumed or where 

serious attempt at suicide has taken place. Serious attempt at 

suicide is especially compelling when the patient is a minor. : 
8. There is responsibility to the family to inform, support, and 
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direct them in their legal duty when hienlaaiioestiis of the psy- 
chotic or seriously ill patient is indicated. 

To summarize then our obligations to parents seem to fall into 
four categories, as follows: (1) to aid parents to assume and 
carry out their own legal responsibilities; (2) to inform, direct, 
and support parents when psychiatric perspective and knowledge 
are valuable in accepting administrative actions related to be- 
havioral problems and mental health; (3) to inform, direct, and 
support parents where there are professional or moral problems 
we cannot assume—problems clearer perhaps in the cases of 
minors than in those of adults; (4) to give aid and support to 
the family where such aid is urgently needed for the therapeutic 
welfare of the patient, the family, or both. 

We might all agree on what is a moral obligation in the case 
of potential suicide but disagree over another moral obligation. 
There are several modes of executing these obligations which | 
have found valuable and which do not violate legal requirements 
or professional standards of conduct. Whenever it is feasible we 
have the student bring the parent in or otherwise make the 
necessary liaison. Ordinarily, contacts with parents are with the 
patient’s knowledge, understanding, and, where possible, agree- 
ment and presence. In execution of the parental contact it is 
seldom necessary to reveal specific confidential material. To do 
many of these things without doing violence to professional 
standards or to the dignity of the individual patient requires the 
practice of psychiatric modes and skill. We owe it to ourselves 
as well as to our patients and their parents to be skillful. 

It would be unfair not to emphasize several more things about 
family contacts. I’ve stressed the fact that in many cases, and at 
certain periods in the therapeutic relationship, such contacts 
can rupture or impair rapport. Frequently, if properly executed 
with the full knowledge of the patient‘and with his co-operation, 
the family contact can strengthen rapport and supportively aid 
all parties concerned. 

More important, perhaps, than avoidance of certain family 
contacts is proper timing such contacts. To illustrate, I’d like 
to present certain points about one patient’s case that was only 
recently terminated. This patient came to us in February 1955. 
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He had for some time been seeing a vocational counselor be- 
cause of academic and personal problems. The father, a general 
practitioner of medicine, had for many years been concerned 
about a hostile relationship between this boy and his younger 
adopted sister, about the boy’s academic difficulties, and about 
his hostile paranoid reaction to the father himself. The father 
felt guilty about neglecting the boy earlier and worried about 
the effect of the family conflicts on his wife, who was described 
as a very high-strung, nervous individual who easily lost her 
temper and became loud and excited and then apologetic, with 
widely vacillating attitudes toward her son. When the doctor 
heard of his son’s appeal for counseling he was constantly ques- 
tioning the counselor; he then removed his son to a psychiatrist 
of his own choice, who referred the patient to me. Although the 
father frequently requested information and demanded progress 
reports through the first psychiatrist, the contact with him was 
successfully put off by his frequent visits to that psychiatrist, 
who co-operated with me. 


The patient was a large, sophomoric, but likeable boy of only | 


average intelligence. He was in rebellion against all authority, 
indecisive about his vocational choice, perplexed and concerned 
about his inability to make good academic progress, and at odds 
with his family, though frustrated and dictated to by them at 
every turn. 

In individual and group therapy the patient rapidly freed 
himself of unacceptable behavior and of his symptoms of hostility 
and depression. ‘There were several academic difficulties, but his 
grades improved; and he tried several times to talk reasonably 
with his father. He then asked if he might bring his father to 
me, which he did, and much to the patient’s surprise and grati- 
fication I interviewed both at the same time. In this I gave the 
father reassurance and explanations, but at the same time there 
was considerable confrontation. The relationships in the family 
improved from that moment on, and the patient then was al- 
lowed vocationa] freedom of choice. He finally applied for 
medical school but was held up because of his irregular academic 
record. I saw him on the street last week (for he was soundly 
self-terminated two months ago), and he explained that he had 
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been promised reconsideration for medical school admission next 
year after he had obtained his B.A. degree. If not admitted to 
this school, his father’s Alma Mater, he intends to pursue a 
medical course wherever he can gain admission. This case was 
started in February 1955, and the single direct contact with the 
father was postponed until October of the same year. All parties 
concerned were satisfied, and all profited. 

The fulfilling of obligations in specific cases calls for clinical 
judgment and scrutiny of our own consciences and values. It 
would be strange indeed if we could all agree on management 
of a given complicated case of any subtlety. It would be stranger 
still if we could not all agree on some cases and on several general 
principles or conditions. There is much to be desired between 
what I have to offer and what I believe to be a laudable ideal. 
It is my fervent wish that each of you may succeed better than 
I; but these are my practical summations at the moment. 


We definitely recognize obligations and duties to the families - 


of our student patients. These, we believe, can be reasonably 
fulfilled without undue violation of our professional relationship 
and within our practical limitations—if we use discretion and 
good judgment. | 
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ll. The Responsibility of the 
Psychiatric Service to 
Official Agencies © 


WILLIAM I. BRILL, M.D., 
UNIVERSITY OF NEBRASKA 


IT WAS during the last war, no doubt, that college psychiatric 
personnel were faced for the first time to any pressing extent 
with the ethical problems of their relationship to official agen- 
cies. Most of the people in the field at the time had probably 
worked out an idea of their responsibility to the local police; 
but suddenly they found themselves caught up in investigations 
‘by the F.B.I., Army Intelligence, and other agencies, dealing 
with questions of security risks, loyalty, religious belief (in cer- 
tain instances of conscientious objectors), officer fitness, and so 
forth. The age of investigations was under way, and the psy- — 
chiatrist, as one who is supposed to understand men, was sub- 
stantially embroiled. This sudden development coming during 
the war when our own feelings about loyalty to our country and 
danger from the enemy were running strong, together with the 
upheaval in intraprofessional relationships and communications, 
made reflection about the issues we were asked to deal with ex- 
tremely difficult. Little wonder, then, that a working philosophy . 
was some time in coming and that the present symposium is 
needed to broadcast some conclusions. 

Let me recount the story of one of my interactions with the 
F.B.I., a story which will serve to raise a number of ethical | 
questions. One Saturday.morning at home the phone rang and 
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someone on the other end said to me, ‘““This is Mr. of the 
F.B.I.; I am coming out to see you this afternoon.” 

“What for?” I asked. : 

“‘Well, you were in practice in New York, weren’t you?” 

“Ves. 93 

‘You saw a patient by the name of then, and he has 
now graduated from college, and he has applied for -a security 
risk job, and we know he saw you as a psychiatrist, and I am 
coming out to see you.” 

I told him, ‘“The name doesn’t ring a bell.” And indeed | 
had no idea to whom he referred. I explained to the F.B.I. agent, 
‘**T have no records, and I don’t remember about this fellow, and 
anything I might tell you would be inaccurate as I have no 
memory of him.” 

_ “Let me refresh your memory,” he said, and gave me a little 
of his biography, adding that the fellow drank a great deal and 
_mentioning a few personality traits. 

Finally something started to come back, and I asked if he was 
a physician’s son. This information the F.B.I. did not have. I 
kept insisting that I knew nothing about the gentleman in ques- 
tion, and in my own heart I knew this was true. The agent re- 
luctantly said that he would make the notation that I had no 
record of this man; and we said goodbye. Circumstances had 
dictated the handling of this situation, but what if I had had a 
record? 

I remembered, after this episode was over, a little more about 
the patient. He was a schizoid sort of a person, my psychiatric 
recollections ran, maybe schizophrenic. He was certainly anti- 
social—sitting in his room most of the time alone. That was 
about all I could remember from the one or two interviews I 
had had with the boy. But what if I had tried to communicate 
this to the F.B.I.? 

If I had told the F.B.I. agent that when I saw the patient he 
had been depressed and my impression was that he was schizoid, 
I am sure there would have been no communication—even tell- 
ing this to a psychiatrist would have left a lot of unanswered 
questions. Many schizoids function quite well in certain jobs, but 
the agent, of course, could not evaluate this. 


64 


— 


fF 


he 


RESPONSIBILITY TO OFFICIALS 


There are other practical issues involved in the situation, such 
as the question of what had happened to the patient in the years 
since my contact with him. My diagnosis could be obsolete. 
But these practical difficulties of communication and evaluation 
really beg the fundamental ethical questions: Are there any cir- 
cumstances in this general area that compel us to break our © 
tradition of complete medical confidence? Is there any conflict 
between our role as psychiatrists concerned with the patient’s 
welfare and our role as citizens concerned with our society’s 
welfare? 

In the type of case I have recounted the course of action is 
clear: The psychiatrist has no justification for revealing informa- 
tion about the patient gained in the confidential interview, and 
neither should the psychiatrist be expected to give an opinion on 
the patient if there is no indication that the patient has given 
permission for the psychiatrist to do so. 

Dr. Bryant Wedge, Yale University, has on file a letter from 
J. Edgar Hoover documenting the F.B.I.’s acceptance of this 
ethical position by psychiatrists. In the letter Mr. Hoover regret- 
fully admits that there is no reason whatsoever for the F.B.I. to | 
expect to be able to get information obtained under confidential 
medical circumstances. 

A few security agencies (not the F.B.I. as va do have forms 
for the release of confidential information which the candidate 


_ for a specific job may sign. When such a release signed by a 


patient is presented to the psychiatrist, he is then justified in 
giving an opinion. However, even in this situation, if the infor- 
mation about the patient is decidedly derogatory, the most 
ethical course might be to get in touch with the former patient 
and tell him this, asking if he still wishes the psychiatrist to re- 
lease the information. This action is not a must but might be 
left to the judgment of the individual psychiatrist in light of the 
individual case. 

Thus, we can state that without a properly signed release the 
psychiatrist should give out no information. The next question, — 
of course, is, are there exceptions to this rule? What if the pa- 
tient is known to the psychiatrist as an avowed traitor? What | 
if the patient is desperately ill emotionally and could be a real 
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risk? We might make it a rule to ask ourselves whether a security- 
risk job would place the patient in jeopardy. In other words, 
would he ultimately find himself in terrible trouble, even per- 
haps, faced with the possibility of losing his life because of es- 
pionage activities? If we believe that the answer is “‘yes,”’ would 
violation of confidence be —_— These are indeed — 
questions. 

Fortunately, binmniiees. such cases will be extremely rare. In 


many years of psychiatric practice, I have seen only one person | 


who proclaimed his loyalty to communism and its doctrines. I 

am sure that the authorities knew about him, because his mental 
mechanisms led him to ativertise his beliefs wherever he want; 
he was also extremely ill emotionally. This is the only clear-cut 
instance among the many patients I have treated. The rest of 
the patients, of course, have had a variety of difficulties, some 
of which conceivably could make them security risks. This would 
be most difficult to evaluate even in our own minds, with the 
difficulty compounded if we should try to communicate our 
thoughts to a security agency in our specialized jargon. By and 
large, the psychiatric patient is probably no worse a risk than 
the average individual and should not be suspected just because 
he has been a psychiatric patient. 

We conclude, then, that the only occasion for breaking con- 
fidence by giving information to a security agency would be in 
the clear-cut case of a frankly psychotic individual, or of an 
avowed traitor whose status as an enemy to the country was 
known to the psychiatrist. In these instances if the psychiatrist 
were asked for an opinion about the patient’s suitability for a 
security job, obviously he should give it. 

In the case of the very sick person we might be making an 
exception to the rule of confidence in telling the security agency 
of the extent of his illness; but I believe firmly that we are well 


within the ‘rule of doing what is best for the patient. There is — 


no conflict between our roles as psychiatrists and our roles as 
citizens. We would not be of any service to a psychotic individual 
by helping him to get a job in which he would most certainly 
fail (and in a most notorious fashion if it were a security job). 

To call certain cases of flagrant pathology “‘clear-cut’’ cases 
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implies that there are probably other patients who could be 
dangers to our security, but who are not obvious security risks. 
Should the college psychiatrist, or the private psychiatrist for 
that matter, make any attempt to assess this? We have already 
answered the question in the negative in our statement that only 
the clear-cut cases call for our opinion; but since this area has 
been such a muddled one in the public eye a word of explanation 
is in order. It may be that people with certain types of neurotic 


or psychopathic problems would be security risks, just as people 


whom the psychiatrist would classify as normal but who have 
certain personality characteristics making it hard for them to 
keep secrets might be security risks in some jobs. We know very 
little about this; these questions are extremely technical ones, 
answers to which could come only out of research on the topic 
of security. | 

The task of assessing these individuals therefore is clearly that 
of the agency involved in screening or hiring them. If such a 
specialized assessment is to be made for purposes of giving a 


person a job in the C.I.A., for instance, it is the responsibility 


of the C.I.A. psychiatric and psychological staff to make this 
assessment. It is a highly technical question that only they can 
hope to answer—and then only if they have done considerable 
research beyond what is available in the general psychiatric 
literature (and this, incidentally, the C.I.A. has done). 

Let me in closing mention a few more situations to see where | 
they fit into this general scheme of keeping strict medical confi- 
dence at all times unless asked by a responsible agency holding 
a properly signed release. 

On any campus we are bound to know at some time or other 
of homosexual students in one of the college military programs. 
The Army, Air Force, and Navy are spending a lot of money on 
these students, and the psychiatrist with his vested interest as a 
taxpayer might be concerned about their subsequent perform- 
ances as Officers. Again, however, this situation calls for no 
special action by the psychiatrist, and he is completely justified 
ethically in doing nothing. It can also be added that there is no 
reason to doubt the performance of most homosexuals in the 
military. The late Dr. Clements Fry at Yale found in a study 
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no differences between homosexuals (known in college) and 
normals in their subsequent performance as officers. Similarly he 
found no performance differences between the whole group of 
students seen in the mental hygiene clinic and students not seen 
by a psychiatrist in college. There is no justification for the psy- 
chiatrist’s reporting on a student to one of the college a 
programs. 

In college practice the deochintiist normally hears from pa- 
tients about deeds of various degrees of criminality. We are 
probably all at home with our responsibility here, but in view of 
the scarcity of writing on the subject a statement is in order, 
It is rare that we would have a patient in treatment contem- 
plating a criminal act sufficiently serious (in terms of its injury 
to others) to warrant our taking action outside. of the therapeutic 
sessions. The most common offense, petty stealing or shoplifting, 
would always be handled within the interview, and so with other 
petty crimes. But just as with depressed patients we are some- 
times faced with a potential suicide, so with some patients we 
may be faced with potential homicide or grand larceny. In the 
therapeutic hour we work to the utmost of our ability to forestall 
a destructive act by our patient; but if we feel that we are not 
being successful, then I believe we are forced to take other action, 
and we can tell the patient this. If a person is going to rob a 
bank, it helps not only society but also the patient himself if the 
psychiatrist can stop him. 
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lll. The Responsibility of the 
Psychiatric Service to Faculty 
and Administrative Personnel 


MY SUBJECT is even knottier than that of responsibility to 
government agencies, because we live a little more closely with 
the faculty and administration of our colleges—in fact sometimes 
depend on their good will for the very existence of our services. 
Our motives can be much more complex than those of patriotism. 
I think the best way to deal with this is to deal with it first philo- 
sophically, then to outline the situation the physician finds him- 
self in if he works for an institution. 

There is a fundamental issue in all medical practice that is 
only sharpened when one is in institutional practice. This is the 
problem of reconciling one’s obligation to individual patients, 
which is sanctified in the doctor-patient relationship, and one’s 
obligation to safeguard the health of the community, i.e., the 
physician’s function as a health officer of the community. I think 
the questions this issue raises are whether responsibility to the 
individual and to the community are in conflict, and if so, how 
they can be reconciled in theory and in practice. 

Maybe I can outline this problem more clearly by mentioning 
some of the reasons for maintaining the confidentiality of privi- 
leged communications in doctor-patient relations. The funda- 
mental reason is traditional and ethical; and, as everyone knows, 
the ethical position has always been that the physician will not _ 
reveal any information that might be harmful to the patient. 
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The second—particularly true in psychiatry, perhaps no more so 
there than in the treatment of tuberculosis or venereal disease— 
is that the confidence of the patient is necessary for therapy to 
proceed. Sometimes, as a matter of fact, unless the community 
and the individual believe in a physician’s ability to maintain 
confidentiality he may run into the problem of avoidance of 
really necessary services. Many such instances occur in every 
health service. For example, a football player may avoid the 
college physician despite fever and a tender liver from infectious 
mononucleosis because he doesn’t quite trust the physician not 
to remove him from the game. He also may have been conceal- 
ing his knee injury. Probably even more widespread is the fear 
that medical information may be used for selection to graduate 
school or to job. Strangely enough, premedical students are 
particularly worried about this. 

On the other hand, the college psychiatrist is entrusted with 
the task of safeguarding and promoting the mental health of the 
entire college community as well as of the individuals in it. In 
his role of health officer, the psychiatrist is often asked to make 
judgments on the advisability of action by the college adminis- 
tration involving individual students or faculty. He is asked 
more or less in terms of the problems of community health, not 
merely to get people out of administrative problems. The ques 
tions center around admissions, selection of students, threatened 
failure to meet academic standards, or even the nuisance value 
of the behavior of some students. Some of these requests for 
opinions of the physician may represent quite legitimate health 
aims concerning the full health of the community, as in the pres- 
ence of an active tubercular patient or an emotionally disturbed 
individual. One could take as an extreme example the effect on 
college students of a presumed active recruiting homosexual in- 
dividual. Such an individual may have considerable power to 
hurt the community. Yet at the same time he may be a patient 
of the psychiatrist. Clearly, then, I think there may be some 
conflict of responsibility in the simultaneous assumption of the 
roles of physician and community health officer. In other words, 
. I think this does present an ethical problem. I think I have 
sometimes been guilty of trying to rationalize this in some such 
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terms as, “What is good for the community is good for the in- 
dividual interest, etc.”” However, to use such a rationalization 
is to dodge the problem. 

How is this ethical dilemma to be sennlead? I should say 
first that nothing is more dangerous than ethical compromise. 
Such compromise leads to blurring of ethical and relationship 


considerations and eventual resorting to the expedient solution. 


There is no quicker way to lower your standing, both moral and 
professional, than to rely on expedience. Consequently, I think 
that where such conflicts do exist it is necessary to determine a 


hierarchy of values, to decide which ethical consideration takes 


precedence. In this case I think that both practical and theoreti- 
cal considerations lead us to place prime importance on the 
inviolability of the patient’s communications to the doctor. ‘The 
practical basis of this decision is that the physician’s unique use- 
fulness or contribution to the community depends on his medical 
activities and that these must be guarded above all if he is to be 
successful in maintaining community or individual health. In 
fact it is mainly his contribution as a physician which is his reason 
for being on the campus scene. Theoretically, also, the physician, 
including the psychiatrist, should not carry into his work any 
aim or philosophy other than the general objective of forwarding 
health. Thus, as soon as he allows further philosophical considera- 
tion, such as humanitarianism, to influence his professional ac- 
tions, his objectivity and (at least theoretically) his usefulness as 
a scientific physician are impaired. 

Let us turn to the practical implications of the position that 
I have outlined. Perhaps the first of these is that the physician 
owes it to the faculty and administrative personnel to make his 
role clear. Doing so will prevent the development of the un- 
realistic expectation that the physician or psychiatrist can solve 
the social or administrative problems inherent in institutional 
life. This does not mean that the psychiatrist or physician must 
underestimate his power partially to solve these problems through 
his medical activity, but he should realize that in working out 
such solutions he cannot act as an arm of society. The second 
implication is that the physician must be clear in his acceptance . 
of full medical responsibility for medical problems. He must be 
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able to state plainly when a problem is medical in nature and to 
use his powers to advise or even enforce such treatment or action 
as is necessary to restore a person’s health or to protect the 
health of others. In this way the physician best carries out his 
responsibility by taking action necessary to relieve faculty and 
administration from further responsibility for ill persons. Now 
there are, of course, a lot of equivocations—such is the case of 
the recruiting homosexual. Such individuals, so far as they are 
in treatment, may be prevented from acting out in their own 
interest; but when they do not come for treatment and are not 
otherwise ill they must be considered as social problems and 
dealt with on that level. The physician is free, of course, to 
advise a person injured by such an individual to seek social pro- 
tection by appeal to proper authorities. I think it is not a phy- 
sician’s job to take such action himself; to do so is to depart 
from a medical role. | 
Society and social institutions do have ways of protecting them- 
selves so that when undesirable persons appear in the community 
it is remarkable how rapidly they are sorted out. I might remark 
in passing about’ a teacher who had a great power for patho- 
genesis and who gathered around him cliques of students in his 
particular field. He made them intensely dependent on him, so 
that for years afterward they were unable to move in their pro- 
fessional lives without clearing with him. He was actually a 
paranoid individual who was rapidly squeezed out of the teaching 
profession without the slightest action on the psychiatrist’s part. 
Healthy institutions do tend to autotomize pathogenic individuals. 
We might consider what kind of action can be taken within 
the framework of responsibility as outlined—action beyond that 
which is concerned with treatment. In the physician’s role there 
is nothing incompatible with the educating of faculty, the com- 
munity at large, or students in physical and mental health prin- 
ciples. There is nothing incompatible with making available his 
general findings, that is, interpreting for the administration the 
physical or emotional health needs of the students. The role of 
the physician does not prevent him from offering advice on the 
health implications of policies and practices existing in or con- 
templated by the institution. For example, it may be quite in 
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order for a psychiatrist or physician to offer his comments on 
architectural considerations in development programs. It is en- 
tirely compatible with his role that he be available for consulta- 
tion with faculty or administration in a variety of ways, as in 
problem situations where he offers insight or understanding to 
aid in problem solving. _ 

Certain questions and decisions may also be made concerning 
individuals. It seems to me that, without departing from the 
role of physician, one may be free to offer help with problems of 
admissions—but only if the question he answers is the medical 
problem of whether it is psychologically or medically appropriate 
for a given individual to take work in a given institution. Simi- 
larly, and with similar motives, the physician can offer his con- 
sultive advice on disciplinary problems. Here he should be 
prepared to take medical responsibility if necessary, because 
some circumstances regarded as disciplinary problems at first 
make themselves apparent to the physician as medical problems, 
as in psychotic episodes. In borderline problems of acting out 


authorities. Other steps such as granting or refusing medical 
absence are the kind of medical action which the phy- 
siclan may take in appropriate circumstances. 

Finally, one of the responsibilities of a psychiatrist in a univer- 
sity health service may be to offer personal psychiatric evaluation 
and services to faculty and to administrative personnel. Belief in 
the need for this service is really based on the general—and very 
tenable—idea that mental health depends very much on the 
total milieu, that one rotten apple can spoil the barrel, if you 
like, or that one person in an important or sensitive position 
may have marked pathogenic power and pathogenic effect. 
I am not implying that a university mental health service need 
offer extensive psychiatric treatment to faculty; but sometimes 
I think that if one had to choose between offering some kind of 
services to either students or faculty he might be doing a better 
job as a community health officer by limiting himself to the 
faculty. Fortunately I think this is hardly ever necessary. In fact 
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_ most faculty are in a position to utilize independent evaluation 
services before taking further appropriate action. There is some 
question as to whether young instructors and assistant professors 
are in a position to afford private treatment, so that in the better- 
developed health services it seems a wise idea if these people can — 
be offered treatment on a fringe benefit basis. 
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IV. The Kesponsibility of the 
Psychiatric Service to Other 


Campus Counseling Agencies 
JOHN SUMMERSKILL, Px.D., CORNELL UNIVERSITY 


THIS part of the symposium deals with ethical considerations 
involved when the college counseling staff and the psychiatric 
staff are concerned with the same patient. By reviewing some 
of the actions which the psychiatric service has taken in relation 
to the large and competent counseling staff at Cornell, I found 
that it is. difficult to draw up rigid rules for procedure in this 
area. I would like to review briefly some typical situations that 
we have encountered and then to point to some of the guiding 
principles which it seems to me we have to recognize if we are _ 
going to follow sound ethical practices in working with counselors. 

One typical situation involves day-to-day referral procedures, 
where considerations of courtesy, assistance, and propriety are 
involved. For example, a counselor may refer a student to the 
mental health clinic and neglect to pass along certain facts which 
would be helpful to us and would save us time. This is hardly 
an unsound ethical practice, but there is a certain ethical in- © 
sensitivity here. Or to take another example, the psychiatric 
staff may be working with a patient who leaves the university 
on a medical leave of absence. We might know that the counselor 
who referred this student had been concerned about him and 
possibly had had some jurisdictional authority in the case. If we 
did not take the time to inform this interested counselor that the. 
student had left, I think our procedures would be deficient in 
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ethics or courtesy. Improvement in such professional inter-rela- 
tions results directly in more comprehensive service for students, 
A second kind of situation has to do with requests for informa- 
tion for evaluation purposes. I can speak of a small teachers’ 
college, with which I am familiar, where the Dean of Men is 
also the placement officer. When graduation time approaches, his 
job is to recommend graduates for teaching jobs on a character 
basis, and it seems to me that it would be unethical for psychiatric 
personnel to contribute to this evaluation any information ob- 
tained in treatment. On the other hand, if a psychiatric patient 
were consulting this Dean about a physical education require- 
_ment and it was known to the psychiatric service that the patient 
had a pathological fear of water and could not handle the swim- 
ming requirements, it might be well for them to support the 
patient’s petition to avoid swimming. This procedure might be 
criticised on psychotherapeutic grounds, but I believe it would 
be a sound ethical procedure. In these instances information is 
shared or not shared with the counselor depending upon the 


decision of the psychiatric staff as to whether or not the informa- - 


tion would further the mental health of the patient. 

In another type of situation the counseling staff and the psy- 
chiatric staff may be working with the same patient at the same 
time. For example, a patient may be solving certain problems 
by the therapeutic process and uncertainty will arise about his 
curriculum or vocational choice. It would appear wise to refer 
the student at this point for vocational guidance. It seems to me 
that it would be ethically sound in many circumstances to indi- 
cate to the vocational counselor that resolution of emotional 
problems in this student now calls for a reassessment of his voca- 
tional aptitudes and interests, and to secure the help of the 
vocational counselor on the basis of this general description of 
the patient’s situation. On the other hand, if financial worries 
come to light in the course of therapy and it seems appropriate 
to make a referral for financial aid, it would seem to me to be 
poor ethical practice for the therapist to reveal the source of the 
financial deprivation if this was found in the patient’s personal 
and family life. It is thus necessary to discriminate between gen- 
eral descriptive information, which will effect a referral, and 
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psychological information, which must be restricted to the 
therapeutic relationship. 

Another situation arises in psychiatric emergencies. To take 
a recent example, a foreign student developed a psychotic illness 
in a rapidly deteriorating fashion, and the decision was made by 
the psychiatrist that it would be well for the student to return 
home to Europe while he was still capable of traveling. This 
decision immediately involved all kinds of difficulties pertaining 
to transportation, finances, and so forth. There is a foreign stu- 
dent counselor at Cornell, and he is the man who can best solve 
these problems if he has a proper perspective on the nature and 
severity of the emotional disturbance with which he is working. — 
Interpretation by the psychiatrist clearly served this patient’s 
best interests. | 
‘In related emergency “situations it sometimes happens that 
counselors have prior relationships with parents. When a student 
becomes very ill these parents sometimes turn immediately to a 
dean or a counselor whom they know personally and ask such 
questions as, “What should we do?” “Should we notify our 
family doctor?” ‘‘Should we come immediately?” “Should we 
bring someone else with us?” Of course the counselor needs in- 
formation to help the family, and I think that in many instances 
the patient’s welfare is served when the counselor is given suffi- 
cient information to maintain his relationship with families in 
emergency psychiatric situations. 

Finally, a typical situation exists when the psychiatric staff is 
faced with a dual responsibility, that is, the psychiatric staff finds 
itself between the requirements of a confidential relationship and 
knowledge of a real and serious threat to the life of the patient 
himself or of others in the community. This problem has been 
discussed at length in this seminar and elsewhere, and there ap- 
pears to be general agreement that it is ethical to break therapeutic 
confidences to protect life. 

I am sure that many of you have encountered many of these 
problems many times over. I am also sure that many of you will 
disagree with the ethical value judgments I have made in some 
of these situations. I firmly believe that ethical practices are 
indeed matters of value judgment and that our judgment will be 
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improved and strengthened by open disagreement and discussion. 

In considering what makes one act ethical and another un- 
ethical or less ethical, it is hard to formulate a book of rules, 
I do think we can specify some guiding principles pertaining to 
the development of ethical relationships with counselors. 

The first such guiding principle is that the welfare of the pa- 
tient is paramount. I think this problem has to be constantly 
faced on a conscious level as we deal with different situations, 
and—at least in my own clinical experience—we do not always 
consider it. We sometimes get half way toward a decision or 
recommendation without consciously raising the question: Is 
this really best for: this patient? With this question out in the 
open it sometimes becomes clear that decisions or recommenda- 
tions involve to a surprising degree our own feelings about coun- 
selors or counseling, our own attitudes to university procedures 
and regulations. Sometimes these feelings and attitudes are ap- 
propriate to the patient’s welfare, and sometimes they are not. 

The second principle involves preservation of the confidential 


relationship and, as far as possible, introduction of qualifications 


in a deliberate and explicit manner. In my view these qualifica- 
tions extend primarily to situations that contain a clear-cut 
threat to life. 

Thirdly, I think we simply have to pay attention to the fact 
that counseling has been going on in our American colleges for 
some forty years. There are literally thousands of counselors in 
colleges and universities today, and the number is growing. 
Many counselors are psychologists; and Filmore Sanford, past 
Executive-Secretary of the American Psychological Association, 
has predicted from the rate of growth of the Association in the 
last twenty-five years that it will be only 150 years before the 
number of psychologists outnumbers the rest of the inhabitants 
of the earth. It is my view that working relationships with coun- 
selors simply must be developed on a campus. This is even of 
some importance at the previously mentioned level of courtesy 
and thoughtfulness in interpersonal referrals. If co-operative and 
flexible channels of referral do not exist, the student suffers most, 
because the total resources which the college has provided for 
the solution of his problems are not available to him. 
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As a fourth general principle I think it is important to recog- 
nize individual differences in character, personality, and training 
in professional people. There are very substantial differences 
among both counselors and doctors in capacities for trust and 
judgment. It is possible to work things out on a sound ethical 
basis between certain counselors and doctors, and it is more 
difficult to accomplish this with others. Professional training un- 
doubtedly has a lot to do with this. The counseling movement 
has taken steps in recent years to upgrade training in ethical 
practices. In the textbooks on counseling one finds detailed and 
careful discussions of many of the ethical issues we have talked 
about here today. The American Psychological Association has 
developed a comprehensive code of ethics with numerous specific 
examples. Similarly, the diploma examinations of the American 
Psychological Association require strong character references and 
a demonstration of ethical practice in both a written and clinical 
examination. I think that the young people coming through 
these training programs are going to relate more easily to the 
medical profession with respect to mutual understanding of 
ethical practices. 

Professional experience is, of course, most important in this 
area. If the development of ethical relationships between psy- 
chiatric and counseling personnel is important, then there is im- 
mediate opportunity, and perhaps obligation, for those with 
experience to teach about ethical matters as well as about thera- 
peutic matters. In many colleges the counseling staff encourages 
in-service training because there is expanding awareness that the 
highest ethical practices serve the best interests of both the pa- 
tient and the professional counselor. 

In short, it appears that we ignore the development of ethical 
relationships with counselors at the student’s peril, and this de- 
velopment is surely the responsibility of both the counseling and 
psychiatric services. 
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Short-Term Analytic Group 
Psychotherapy with Under- 
graduate College Students 


LAWRENCE CLAMAN, M.D., HARVARD UNIVERSITY 


WITH the increasing development and expansion of psychiatric 
facilities on many campuses it would appear desirable to see if 
group psychotherapy can play a part in the treatment program 
of a college psychiatric clinic. There are two reasons for consider- 
ing this. First, the shortage of therapy time available at most 
clinics makes it desirable to see if some treatment goals can be 
achieved in a group, thus enabling the clinic to treat more pa- 
tients. Secondly, it is probable that some students can be treated 
better in a group than individually because the one-to-one re- 
lationship is too threatening for them or because they need to 
re-experience some of their handicapping emotional patterns in 
a therapeutic group before they can examine them. Hinckley 
has indicated his awareness of this problem in his report on the 
gradually increasing use of group psychotherapy at the Univer- 
sity of Minnesota as an adjunct to a program based primarily 
on individual psychotherapy. | 

It is the purpose of this paper to present clinical material to 
show that group psychotherapy can be effective in treating, over 
the period of a semester, the students 21 and under who come 
for help primarily because of late-adolescent adjustment prob- 


1R. G. Hinckley, College Mental Health and Group Therapy, Jnternat’l 7. Gp. 
Psychotherapy, 3: 88-96, 1953. 
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lems in their work, sexual, or social experience, and who need to 
be seen beyond the evaluation period of one to five interviews. 

Undergraduate students in this age group are still struggling 
with adolescent problems, which are frequently accentuated in 
college because for the first time many of the students are away 
from the supportive and restrictive environments of their home 
communities and secondary schools. They have to meet the de- 
mands of a new and more adult situation, and often they develop 
painful feelings of inadequacy, which are rooted in earlier child- 
hood experiences. Their egos are sometimes unable to meet both 
the demands from within and those from without, and there 
result clinical reactive states of varying duration whose main 
affective feature may be anxiety, depression, apathy, resentment, 
or hypomania. These states are associated with performance im- . 
pairment in either the work or social sphere or both. The ego 
is hard-pressed, not only because of increased internal and ex- 
ternal demands, but also, and possibly more important, because 
of an undermining of many significant earlier identifications 
that aided in repression. Thus the ego itself is weakened until 
new identifications are made; and these, it is hoped, will be 
weighted more in the direction of sublimation. Needless to say, 
the oedipal conflicts, particularly involving the working out of 
sexual and social adjustments and the making of a decisive occu- 
pational choice, are most prominent and acute. The students’ 
over-all problems can be thought of on one level as their need 
to achieve a sense of inner or ego identity, which Erikson de- 
fines as “‘certain comprehensive gains which the post-adolescent 
personality must derive from all pre-adult experience to be 
ready for the tasks of adulthood.’ ? 

These factors and others make late adolescence an emotionally 
turbulent period and cause students to seek psychiatric and 
counseling help. Fortunately, during this time their egos have a 
remarkable flexibility and resiliency and an unusual capacity for 
making identifications. These characteristics are particularly 
helpful in treating students in a group setting. They quickly de- 


2E. H. Erikson, ee Amer. Psychoanalyt. Assn., 4: 
56-121, 1956. 
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velop a feeling of group identification that enables them to 
express threatening thoughts and feelings in the group either 
verbally or in limited forms of acting out. The awareness and 
acknowledgment of these thoughts and feelings and the testing 
of them in the social reality of the group can help students to 
cope with them in a more mature fashion. This developing of a 
more mature attitude is usually facilitated by intragroup identi- 
fications. The emphasis is on their experiencing and examining 
in the group setting the emotional difficulties causing their cur- 
rent symptoms—particularly those involving their patterns of 
interpersonal relations. ‘This may lead to symptomatic improve- 
ment more readily than would short-term individual psycho- 
therapy. 


DESCRIPTION OF ANALYTIC GROUP 
PSYCHOTHERAPY 


Analytic group psychotherapy can best be thought of as a 
group of people getting together under the guidance of a therapist 
to talk over their own individual problems. It quickly becomes 
evident that the emotional reactions of the people to one another 
and to the therapist dominate the situation. These reactions are 
understood to be reflections of the intrapsychic conflicts of the 
individual members. By using analytic principles the therapist 
can understand these emotional reactions and conflicts and 
clarify them for the group. This leads the members to form 
emotionally satisfying relationships with the therapist and, 
through him, with one another. The extent to which this process 
is carried out by each member determines the extent to which 
he can come to understand and resolve the problems that brought 
him into treatment in the first place. This concept of analytic 
group psychotherapy is consistent with that worked out by Mann.* 


ORGANIZATION OF GROUPS 


The clinical data to be presented was obtained by this therapist 
in conducting two groups at the Psychiatric Clinic of the Harvard 
University Health Services during the second semester of the 


_4J, Mann, Group Therapy With Adults, Amer. 7. Orthopsychiatry, 23: 332-337, 
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1956-1957 academic year. The students in the two groups were 
all single male undergraduates between ages 17 and 21. Each 
student was seen individually as a regular clinic patient in one 
to six interviews prior to joining a group. In each case the therapist 
felt the student needed further treatment and would benefit as 
much or more from group psychotherapy than from individual 
psychotherapy on a once-a-week basis (the most intensive treat- 
ment the Clinic regularly provides). 

The groups met in the therapist’s office regularly twice a week 
for an hour; they were seated in an open circle in wooden chairs, 


_while the therapist was seated in a red leather chair normally 


used by the students in individual interviews. In each group one 
member canceled or failed to appear for the initial meeting and 
wasn’t heard from subsequently. Otherwise the membership of 
the groups was closed and remained constant throughout. The 
first group had five members (one freshman and four sophomores) 
and met twenty-six times. The second group had four members 
(one freshman, two sophomores, and one senior) and met nineteen 
times. Notes on the meetings were typed out in detail by the 
therapist from memory the evening after each meeting. The last 
four meetings of the first group were tape recorded and tran- 


scribed. The therapist saw members individually in short inter- 


views after each meeting if asked to do so, but this was not 
encouraged. In the first group every member availed himself of 
this opportunity at least once, while in the second group no 
member did. Absences were not a major problem. The first group 
had nine absences; the second, four. Causes of absence in the 
first group were as follows: forgetting, two; acting out against 
the group by one member, five; taking a make-up examination, 


one; other planned activity, one. In the second group the causes. 


of absence were: forgetting, two; away at a religious retreat, one; 
taking an examination, one. The therapist was absent from one 
meeting of the second group, which met as planned without him 
at the regular hour. Each group usually continued the meeting 
after its official termination in a brief informal social hour either 
out on the street or in the waiting room. 

The mood of each group was markedly different. The first 


group was more adolescent in its mood and behavior, with much 
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joking and hilarity, more open expression of feelings, and marked 
acting out against the therapist. Examples of acting out included 
threat and abortive attempt to climb out a window, hiding in 
the closet before the meeting while the therapist was outside the 
room, pressing the secretary’s buzzer to the therapist downstairs, 
throwing paper airplanes, sitting and lying on the floor, refusing 
to leave after the meeting was over, trying to lock the therapist 
in the room, and drawing pictures of the therapist during the 
meeting. It also included doing everything to get the therapist 
to talk or laugh by staring at him, insulting him, making com- 
ments about his clothes, and asking all kinds of direct questions. 
The second group was much calmer in mood without any of the 
above overt evidences of hostility and transference feeling. The 
hostility was much more below the surface and took longer to be 
expressed. Silences were never a problem in either group despite 
their small size. 


VALUE OF THERAPY 


The value of the therapy is hard to determine because positive 
therapeutic factors are at work on students in any college com- 
munity and because in this age group improvement may take 
place just with the passage of time. In terms of academic per- 
formance, the grades received at the end of the second semester 
were essentially the same as those received at the end of the 
first semester. Three students did slightly better and none did 
worse. All the members of the first group and one member of © 
the second acknowledged symptomatic improvement. One mem- 
ber of the second group showed symptomatic improvement prior 
to joining the group, and he did not get worse; and the other 
two members of the second group showed no change. The stu- 
dents who felt better at the end of the semester denied that the 
group had helped them and attributed their improvement to 
other aspects of their life. All the students except one felt they 
had learned something about themgelves from. the group ex- 
perience, even when they were unable to state clearly what this 
was. An attempt will be made below to formulate the psycho- 
dynamic processes involved in three of the students who showed 


symptomatic improvement. 
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A PROBLEM OF IMPENDING MARRIAGE 


Not infrequently in late adolescence a student’s revolt against 
his parents and strivings for independence become centered in a 
single heterosexual relationship. He holds on to the relationship 
tenaciously and even attempts to make it permanent long after 


- it has served its maturational function. To help such a student 


feel he can give up this kind of relationship by enabling him to 
realize more ego strength in other areas can be a goal in short- 
term group psychotherapy. The following is an example. _ 
George was a 17-year-old freshman who came to the Clinic at 
the beginning of the second semester because since entering 
Harvard he had been depressed, confused, and unsure of him- 
self. He was the youngest of four children; and his sisters and 
brother, as well as his mother, had all received a year or more 
of psychotherapy. He had been going with a girl his own age 
since his senior year in high school. This girl, whose parents 
were divorced, was a freshman at a college in the Midwest. She 
was the only person, George felt, who completely accepted him 
and with whom he could be spontaneous. They had become in- 
formally engaged and decided to get married after their freshman 
year at college. The marriage was opposed by all the parents 
concerned, particularly the girl’s mother. The present marriage 
of George’s father was his third; he had first married when he 
was 19 and considered that a mistake. At the time George came 


to the Clinic his parents had agreed to his getting married during - 


the coming summer and were willing to continue supporting him 
at college. The girl was planning to give up college when she got 
married and live in Cambridge, as her mother refused to support 
her financially or otherwise in this venture. 

George had received a good deal of negative advice from his 
Harvard classmates to the effect that he was making a big mis- 
take in getting married—all of which he resented somewhat. He 
came to the Clinic as a result of considerable pressure from his 
family, particularly from his father, who was the only one in the 
family besides George who had not received psychiatric treat- 
ment. In the course of three individual interviews over a three- 
week period George indicated considerable confusion and 
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uncertainty about getting married, though without any change 
in his resolve to do so. He was then started in the second therapy 
group with two sophomores and a senior, who had been in two 
previous therapy groups and quickly became the most active 
member. George’s prospective marriage became the focus of the 
first meeting. The fact of his getting married was not only ac- 
cepted without censure but made him the object of considerable 
envy, since none of the other members had succeeded in having 
an intimate relationship with a girl. This was especially true of 
the senior, who came for therapy largely because of continued 
problems in this area. The senior discussed these problems in 
some detail at the second meeting, particularly in relation to his 
difficulty in asking a girl to a dance. Near the end of the third 
meeting George casually mentioned that he had decided not to 
get married and no longer considered himself engaged. He said 
he had been thinking about the marriage and somehow being 
in the group had helped him do so. He had found, in being seen 
individually as well as in being in the group, that he could say 
anything he wanted and it was all right. This had encouraged 
him to think about what he wanted to do, and he realized he 
just didn’t want to get married. He enjoyed the sense of inde- 
pendence he had at college too much to give it up. In particular, 
he liked his motorcycle, something he felt he would have to 
relinquish if he got married; and he sealed his choice against 
marrying by going out and getting a license for his motorcycle. 
He had written his girl about the decision but had not received 
a reply. Also, he had met a girl at Wellesley. whom he was think- 
ing of being interested in. 

George subsequently worked out this decision with his girl and 
his family. The group supported him; they even rescheduled a 
meeting before spring vacation so that he could talk about his 
girl’s visit to Cambridge. She said she didn’t want to get married 
now either; it was too soon. They talked out their feelings in an 
open fashion as never before, so that they ended feeling closer 
to each other. After spring vacation George consolidated his 
position at college; he made plans for the coming summer and 
his sophomore year. He continued to be an active group member 
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but forgot to attend two meetings, including the final one. There 
was no further evidence of his earlier symptoms of depression 


and anxiety. 


Within the framework of the group George’s prospective mar- 
riage became an achievement rather than a means of exerting 
his independence of his family. He experienced, in a larger 
setting, personal acceptance and the opportunity to express him- 
self spontaneously; and he found there were other sources for 
this satisfaction than his girl. Thus, by identifying with the 
group, he gained the ego support to see and feel that it wasn’t 
in his best interests to get married at present. 


A PROBLEM OF EMOTIONAL ISOLATION 
- AND DEPRESSION 


' Some students in college feel emotionally isolated from their 
environment and are unable to participate in activities in any 
real emotional sense. They have a long-term pattern of function- 


ing almost solely on an intellectual level but never feeling part 


of a group. They can go through depressive periods in which 
they are totally incapacitated for doing their academic work; 
and ‘it is in this state that they seek psychiatric help. Since they 
have never verbalized their thoughts and feelings about them- 
selves, they have a great deal of trouble doing so in interviews; 
and individual psychotherapy may be of little value on a short- 
term basis. Group psychotherapy may enable them to abreact 
their feelings by sharing in similar feelings of other members. 
It may allow them to be “one of the boys,” possibly for the 
first time in their lives, and thereby to achieve a larger sense of 
identity with the college community. This type of supportive 
help may alleviate the depression and permit them to function 
effectively on an adjustment level consistent with their present 
defenses. It would not, however, deal with the more fundamental 
characterological problems requiring long-term intensive therapy. 
The following case is an example. 

Martin was a 19-year-old sophomore who came to the Clinic 
during the reading period before the first-semester final examina- 
tions because of inability to concentrate and difficulty in studying. 
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He was generally depressed and had trouble sleeping. He felt 
if he didn’t pull himself together academically he would lose his 
‘scholarship and have to leave Harvard. He complained of having 
a long-term problem communicating with people verbally. He 
was particularly frightened in his tutorial group, where he never 
spoke unless called upon and then felt what he said was gib- 
berish. When he talked in social situations, he either said things 
he didn’t want to say or was so stiff, impersonal, and pedantic 


that he felt he bored people. He did extremely well on examina- | 


tions, so that he had been the top student in his high school and 
had gotten good grades since coming to Harvard. However, he 
felt he was less intelligent than most other students because he 
never could take part in the usual “bull sessions,”? whether on 
academic or other matters. 

Martin was the eldest in a family of four children and the 
only son. His father was a newspaper distributor in a small city, 
and his mother was a housewife. ‘The eldest syster had had a psy- 
chotic episode in the fall of 1955 and had had to seek psychiatric 
help again this fall. Martin had been close to this sister and 
competitive with her while they were growing up; and they had 
had numerous fights, which their father had forbidden when 


_ Martin was in the seventh grade. He had felt worried and guilty 
‘about his sister’s illness. ‘There had never been any open ex- 


pression of affection in the family, and he had never felt close 
to his parents or been able to talk over his feelings with them. 
His sisters had been quite social, but he was always frightened 
by girls and avoided dates, despite the fact that his mother en- 
couraged him to go out. He had had an intellectual relationship 
with a girl in high school and had dated a few times at Harvard; 
but these were always unhappy, uncomfortable experiences. 


_. When Martin came to the Clinic, he was growing a beard 


which he later shaved off because of ROTC requirements. He 
seemed depressed and apathetic and was quite derogatory about 
himself. In the course of five interviews there was no change in 
his emotional state or in his feelings about himself. He managed 
to take all his examinations except one, which he missed because 
he slipped on some ice the day of the examination and fractured 
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his left fibula. He spoke in various ways of his fear of people 
and of how all his friendships turned out badly. He would get 
angry, stop talking to the person, and harbor resentment so that 
he couldn’t re-establish the relationship. He emphasized his 


troubles in talking and apologized for his difficulties in the inter- 
views. It was decided to place him in the first therapy group, 


along with one freshman and three other sophomores, in the 


_ hope that through nonverbal participation over a period of time 


he would come to understand some of his feelings about himself 
and to verbalize them better. 

Martin turned out to be an extremely active nonverbal par- 
ticipant in the group. He shared fully in all the banter, joking, 
and acting out, only rarely at first saying much himself. When 
he did talk, he belittled himself, underlined his difficulty in com- 
municating, and said he felt he was obnoxious. A typical remark — 
he made was that he didn’t ‘‘worry about having an inferiority 
complex because he knew he was inferior.” The group members 
repeatedly assured him of his ability to express himself but 
acknowledged that this didn’t seem to make him feel better. He | 
found there were other members whose homes were dominated 
by their mothers, who were concerned about death and suicide, 
who had trouble with roommates, masturbated, and were anxious 
in the presence of the therapist. He took pride, finally, in flunking 


/ an hour examination in abnormal psychology. As the group 


progressed, he relaxed and spoke more freely. He felt less de- 
pressed and apathetic and slept better. Although he still left 
most of his studying until the last minute, he wasn’t frightened 
about flunking his final examinations (as he had been in Janu- 
ary), and he got adequate grades. He came to realize that he 
needed to know people a long time before he could relax and 
talk to them openly. Although he didn’t think the group had 
been of any particular value to him, he had missed only two 
meetings, one to take a make-up examination and the other to 
attend a committee meeting. He had been elected chairman of 
the committee for the coming year. 

By means of group participation and identification, largely 
nonverbal at first, it is felt that Martin gained sufficient support 
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to carry bios through the academic year without experiencing 
any further severe depressive symptoms. But his deep-rooted 
characterological difficulties remained unaltered. 


A PROBLEM OF INHIBITION AND ANXIETY 


Some students who come to college are extremely inadequate 
in almost every area except the academic. Because of their severe 
inhibitions, they attempt to cope with all their problems in the 
narrow academic ‘sphere and thus experience marked feelings of 
dissatisfaction regardless of their achievement. All their social 
intercourse appears to be of a competitive nature, since they are 
bent on establishing their intellectual superiority over all their 
contemporaries, usually an impossible task resulting in frequent 
painful experiences. These students evaluate all other individuals 
primarily on the basis of intellect. Any close friendship is difficult 
for them because of their overwhelming narcissistic need for 
acceptance, which can never be met, and because of an attendant 
fear of rejection. Their lives are lived in a constant state of 
fluctuating anxiety, and they constantly demand reassurance, 
which they reject as soon as it is given. Such students can be 
treated effectively in a therapy group where they can express 


their thoughts and feelings, explore their competitive reactions - 


to other members, and find a more flexible pattern of social 
interaction. The following case is an example. 

Charles was a 17-year-old freshman who came to the Clinic 
just before first-semester final examinations because of marked 
feelings of tension, dissatisfaction with his studies and academic 
achievement, guilt: about taking part in any extracurricular ac- 
tivities, and difficulty in sleeping, for which he requested medica- 
tion. He had previously been seen at the Clinic by another 
therapist earlier in the semester but, because of the Clinic case 
load, his demand for treatment had not been met. An older 


brother with whom he had been very competitive was a Harvard | 
sophomore and was being seen in individual psychotherapy at 


the Clinic by another therapist. His parents had been divorced 
when he was three years old, and his brother and he had been 


brought up by their mother and grandmother. ‘The mother, who 
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had made a living as a real-estate agent, died of cancer of the 
breast in the fall of 1955, while Charles was in preparatory 
school. He had been seen at that time for a number of months 


by a private psychiatrist in individual psychotherapy. The 


mother was described as domineering, and the father, who held 
an executive position with an industrial firm, was said to be 
weak and ineffectual. Charles admitted to being severely in- 
hibited in all areas, particularly athletics and dating. He had 
psychoanalytic explanations for all his problems but complained 
that this didn’t help him. He was continuously anxious, said his 
life was unbearable, and asked if he couldn’t get some medica- 
tion. He desired to be close to people but felt he was too insecure 
to tolerate this. After five ““complaining”’ interviews in which he — 
lamented the painfulness of his life, he was started in the first 
therapy group along with four sophomores. 

During the first two and a half months of the group Charles 
was extremely serious, unable to allow himself to join in the 
banter, joking, and acting out of the group and showed no sense 
of humor about himself. In the first meeting he got the group 
to change the Monday meeting time to better suit his convenience, 
but he failed to accomplish this in the third meeting with the 
Wednesday meeting time. He poured out his troubles as he had 
done previously in the individual interviews and emphasized his 
feeling that he was much worse off than the other members, 
though it soon became apparent that he was keeping up with 
his studies better than anybody else. After he left early in the 
sixth meeting to go to a gym class, the group seemed to relax 
immediately. Resentment was expressed directly against him as 
being a “‘young”’ freshman, and nobody remembered his name. 
He developed strong competitive feelings toward two members 
who were leading the hostile assault against the therapist, which 
caused him to feel guilty. He discussed these feelings privately 
with the therapist and was subsequently able to bring them out 
in the group. He demanded help for his problems but when 
suggestions were made always found reasons to reject them. He 
got into an acute competitive situation with his prospective 
roommate for the sophomore year, who was doing better academi- 
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cally than he was. With the therapist’s encouragement he de- 
cided to continue living with his current roommate, with whom 
he didn’t feel competitive academically. 

During the last month of the group Charles’ behavior changed 
markedly. He admitted that he always tried to get himself in a 
bad frame of mind before coming to the group so that he would 
have something to complain about and said he was trying to be 


too serious all the time. He joined actively in the joking, banter, 


and acting out in the group and in fact became a leader in doing 
things that other members had done earlier. He displayed a 
sense of humor about himself, in the banter gave as good as he 
took, and began openly expressing his hostile feelings toward 
other members as he experienced them. He was helped to make 
plans for his summer vacation, including going to summer school 
—what he wanted to do most but felt guilty about. 

Within the framework of the group, it is felt, Charles was able 
to mobilize and express some of his disturbing thoughts and feel- 
ings without being rejected, test his reactions against the group 
social reality, and begin to develop a more satisfying pattern of 
social adjustment. 


DISCUSSION 


Getting a college education involves much more than going to - 


class, studying, and taking examinations. The student has to 


face up to himself as a person more than ever before and further 


make the transition from an adolescent world to an adult one. 
Emotional road blocks along the way, which are outgrowths of 
earlier unresolved childhood conflicts, may handicap his progress 
and require psychotherapeutic help. At such times a therapy 
group can provide the supportive setting in which he can realize 
he is not alone in his difficulties, examine his problems, and 
learn to cope with them more effectively once the fear of them is 
diminished. How much of this is actually worked out within the 
meetings rather than outside them is impossible to determine. 
All that can be asked of short-term therapy is that it serve to 
help the student resolve his particular road block of the moment. 
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SUMMARY 


The clinical experience with two therapy groups seen at the 
Harvard University Health Services during the second semester 
of the 1956-1957 academic year has been discussed to show that 
short-term analytic group psychotherapy can be effective in 
treating students in the age group 21 and under who come for 


help primarily because of late-adolescent adjustment problems. 


The cases of three students who showed symptomatic improve- 
ment were discussed, and the therapeutic goals and significant 
psychodynamic factors indicated. 
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Handling an Epidemic 
on the College Campus 
RALPH W. ALEXANDER, M.D., CORNELL UNIVERSITY 


ILLNESS in a college setting presents certain problems which 
differ from those usually encountered in the same age group in 
private practice. An illness of epidemic proportions and involving 
a high percentage of the student population emphasizes and in- 
creases the magnitude of these problems and brings them forcibly 
to the attention of those responsible for medical care of college 
and university students. It is our purpose to describe briefly such 
an epidemic and how we dealt with the problems it created, in 
the hope that our experience will be of interest and value to 
others who may have to cope with epidemic disease on a campus. 

The problems peculiar to student medicine differ somewhat 
among institutions, since they are influenced by such factors as 
the percentage of students living in campus environments (i.e., 
in dormitories, fraternity or sorority houses, and rooming houses), 
by the medical facilities at the college or university, and by the 
presence or_ absence of available medical facilities in the com- 
munity. One of the major problems which the student hospital 
or infirmary must face is the great variation in patient census. 
The patient load is usually small, but it may suddenly increase 
several hundred per cent if there is an outbreak of contagious 
disease in the college community. A major epidemic will increase 
the number needing infirmary care manyfold. When an epi- 
demic appears in the usual general community, it is possible to 


provide for bed ‘care within the home in most instances, and 


hospitalization is required for only the few who may become 
more seriously ill with complications. In dormitories and room- 


94 


i 

Sd 

P 

b 

V 

i] 
fc 

t 

i 

| 


HANDLING AN EPIDEMIC ON CAMPUS 


ing houses such provision is almost always inadequate and un- 
satisfactory. Nevertheless, in a large epidemic it will usually be 
impossible for a college or university infirmary or hospital to 
provide for all the students who are ill and who should be in 
bed for a few days. 

In the fall of 1957 influenzalike illness occurred widespread 
throughout the United States. The Asian strain of influenza 
virus, type A, was identified as the etiological agent in numerous 
instances, and it is generally considered that it was responsible 
for much if not all of the influenzalike illness that occurred during 
the last few months of 1957, reaching epidemic proportions in 
most localities in September, October, and November. The high 
attack rate in the postadolescent age group led to a high incidence 
of illness on many campuses. Field studies made by the Division 
of Laboratories of the New York State Department of Health 
indicated that the Asian strain of influenza virus, type A, was 
present on the Cornell campus during this time. 

Before the first scattered cases of illness appeared on the Cor- 
nell campus, staff members responsible for planning for an epi- 
‘demic had been alerted by reports of influenza which came from 
'various parts of the country. The decision was reached to give 
vaccine to as many people as possible; but shortage of vaccine 
of the Asian strain plus the early development of epidemic disease 
prevented vaccination programs from accomplishing a sizable 
reduction in the incidence of influenzalike illness on this campus. 
Nevertheless the small amount of available vaccine was of great 
value, for it was given to key personnel of the University, in- 
cluding those in the Medical Department. Perhaps as a result 
of this priority-type program only a few of the staff became ill 
enough to lose time from work, though numerous others had 
mild respiratory illness which may have represented a modified 
form of influenza as a consequence of partial protection afforded 
by the vaccine. | | 

It was known that supplies of vaccine would be limited for 
some weeks and that it was possible an influenza epidemic might 
develop before many students could be immunized; thus plans 
were made for such an event. 

The President of the University was alerted by the Director of 
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the Medical Services to the importance of appointing a committee 
to make specific plans for meeting such an emergency. He im- 


mediately appointed the initial planning committee composed of. 


the Dean of Men, the Dean of Women, the Director of Resi- 
dential Halls (student housing and food service), the Director of 
Personnel, the Health Counselor (liaison between the offices of 
the Dean of Men and Dean of Women and the Medical Services), 
with the Director of Medical Services as Chairman. University 
facilities that could be made available and would be suitable 
for auxiliary wards and food service in and staffing of such 
wards were considered. The co-operation of all the departments 
represented was essential. Members of the staff were kept con- 
tinuously informed of the situation and advised of any special 
functions they might be called on to perform. 

Such planning proved to be well-advised, because in the last 
week of September there occurred a sharp increase in the num- 
ber of cases of acute respiratory illness admitted to the Infirmary, 
and in the first week of October illness reached epidemic propor- 
tions. As the Infirmary promptly filled to near capacity, auxiliary 
wards were opened in both women’s and men’s dormitories ac- 
cording to previous plans. In general these were used as con- 
valescent wards to which students were transferred after the more 
severe stage of illness had passed. At times, however, students 
were admitted directly to these wards at the start of illness. 

During the height of the epidemic, October 14 to October 25, 
the number of ill students greatly exceeded the number of avail- 
able beds, even though the auxiliary wards were filled. Then, 
physicians in the Clinic had to select those patients who needed 
hospitalization most urgently and send the others to bed in their 
rooms. Selection was based on such factors as severity of illness, 

stage of illness, availability of food, and patient attitude. Ob- 
_ viously the more severely ill were hospitalized and the less ill 
put to bed in their rooms. Likewise if a student’s first visit came 
after the worst of the illness was past he was less likely to be 
hospitalized than if he reported at the onset of illness. If he lived 
in an apartment or had a roommate or friends or a landlady 
_who could see that he was supplied with food, he was allowed 
to stay in his room; but if he roomed alone and had no one on 
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whom to depend, he was sent to the Infirmary. In times of 
emergency there are always a few inconsiderate people; our ex- 
perience provided no exception. A few patients were hospitalized 
because of their unco-operative attitudes rather than because of 
the severity of the illness. 

One important routine duty was to give instruction to students 
sent to their rooms that they keep us informed by telephone or 
otherwise should they become more ill or develop symptoms that 
suggested complications. Symptomatic medications and instruc- 
tions for their use were also given. Routine orders for uncompli- 
cated cases were aspirin, warm throat gargles, and a cough 
mixture. Antibiotics were not given routinely but only when 
specifically indicated. We found the student body generally co- 
operative and neither overapprehensive nor unduly anxious. 

In handling such large numbers of patients in the Outpatient 
Clinic the Cold Clinic proved valuable.' There, the patients were 
screened by means of temperature and pulse readings, and a 
short history was taken. ‘Those who had only mild symptoms 
and no fever were treated symptomatically and instructed to re- 
turn if they became worse. Students with fever or more severe 
symptoms were referred to a physician who made the decision 
for their care in the manner previously described. 

In spite of the plan, one of the most difficult problems was to 
find nurses to care for the increased number of patients in the 
Infirmary and in the auxiliary wards. Several inactive nurses left 
their household duties, and many nonprofessional but competent 
women volunteered to help out during the emergency. Campus 
organizations, community groups, staff members from various 
departments, and individuals known to be interested in students 
were recruited as volunteers. By means of the assistance given 


by these public-spirited people, in addition to the extra services 


performed by the regular staff, essential nursing service and 
supervisory service were provided. 

The work load was greatly increased in every department— 
food service, housekeeping, laboratory, x-ray, record room, tele- 


1 Frances M. McCormick, The Cold Clinic: An Example of the Changing Role 
of the Doctor and the Nurse in a Student Medical Clinic, Student Medicine, 7: 18-. 
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phone switchboard, and so forth. How much increase there was 
can be indicated by comparing the numbers of students hospital- 
ized during October when the epidemic was at its height with 
the number hospitalized during the same month one year earlier, 
In October 1956 216 students were hospitalized, and in Oc- 
tober 1957 the number hospitalized was 1,157. The number of 
- Outpatient visits to the Clinic for the same months was 4,177 
in 1956 and. 8,231 in 1957. A further measure of the increased 
work load is the number of beds used. The Infirmary expanded 
from 96 to 114 beds, and auxiliary wards added 140 beds. These 
numbers by themselves do not tell the whole story because they 
do not show the great turnover. Influenza, if uncomplicated, is 
of short duration; so that stay in the hospital in most instances 
was short, and it was shortened even more than would be the 
case usually, because many patients were discharged for con- 
valescence in their rooms in order to make room for the acutely ill. 
The necessity for discharging patients as soon as possible put 
a great responsibility on the physician who made the decision 
that it was safe for patients to leave. Special care had to be used 
not to overlook complicating infections and special effort made 
to insure that students were instructed to return immediately if 
they developed symptoms which suggested late complications. 
_ Accurate figures are not available to indicate the total number 
of students who were ill with influenzalike illness during this 
epidemic, but from the available data—and the knowledge that 
many ill students did not seek medical care—we estimate that 
approximately 4,000 students were ill with influenza in a six-week 
period. This is nearly 40 per cent of the students on campus. 
Experience in this epidemic of illness caused by the Asian 
strain of influenza virus, type A, has demonstrated the value of 
advance planning to provide as many hospital beds as possible 
on campus and to provide the essential services to care for pa- 
tients who may occupy them. The value of the Cold Clinic has 
been further demonstrated as an aid in rapid screening of large 


numbers of patients. It was also found that student patients for | 


the most part will co-operate with and understand temporary 
changes in routine made necessary by the vast increase in bed- 
patient load; only in a few instances were individuals found to 
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resist or protest against transfer to convalescent wards or early 
discharge. The majority willingly accepted the inconvenience in 
order that a more acutely ill student might have a place in the 
Infirmary. 

The co-operation of many people is necessary to bring about a 
successful conclusion to an epidemic of the magnitude described 
here. In our experience, 150 volunteers supervised the auxiliary 
wards, did housekeeping duties, transmitted messages, helped 
with the paper work of charts, and assisted with transportation 
to convalescent wards. 

There was one death directly attributable to the influenza epi- 
demic. This was from Staphylococcus pneumoma and occurred in a 
patient who was continuously hospitalized from the onset of 
illness. ‘TThis case demonstrates that hospital facilities are not the 
answer to the prevention of fatality in this disease. In fact, all 
patients who were sent directly to the auxiliary wards, supervised 
by lay personnel, but reviewed by physicians thrice daily, re- 


covered in the same period of time as did hospitalized patients. 


Also there was no difference between the groups in the incidence 
of complications. 

As this report is being written another wave of illness, rubella, 
is causing the second expansion this year outside the Infirmary 
facilities. Again the auxiliary wards are open. Patients are re- 
covering in the same period of time in the auxiliary wards as in 
Infirmary wards. There have been no complications in either 
group. 

The conclusions which can be reached from these two experi- 
ences with mass illness are: 

1. Every college and university should develop a plan for 
sudden expansion of its medical services beyond its normal facili- 
ties for both ambulatory care and inpatient care. The recent 
influenza epidemic came upon many college communities with 
such suddenness that many a chaotic condition resulted. A plan 
for expansion of medical facilities is in keeping with recommenda- 
tions of Civil Defense officials for coping with domestic disaster 
caused by weather, floods, or fire, in addition to disease. That 
such a plan was helpful at Cornell is reported here where disease 
situations called for putting the plan in effect twice within four 
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months. The rapid clearing of space, assembling of cots, linen, 
and other supplies is not an easy task. No less important is know. 


ing where auxiliary professional and volunteer help will come 
from and what assistance will be necessary to set the plan in 
motion. 

2. It is no longer possible or feasible to plan to treat epidemic 
illness on a traditional hospital basis. When a normal admission 
rate to a student hospital for diversified illness of 140 to 160 
admissions per 1,000 students per year suddenly jumps to 100 or 
more per day, no hospital can hope to deal adequately with the 
situation. Cornell’s experience illustrates the wisdom of the ad- 
visory committee on influenza to the American Medical Associa- 
tion, which recommended in advance of the outbreak that 
‘‘Asian Flu patients” with uncomplicated illness should not be 
admitted to general hospitals. ‘The impact on a community hos- 
pital of large numbers of admissions such as we ¢xperienced 
would leave the community without the hospital services (for 
daily emergencies, elective procedures, etc.) so necessary to its 
well being. 

3. High cost, traditional nursing care beds should be reserved 
for the severely ill. Our experience suggests that many college 
infirmaries could redesign their services so that a limited number 
of beds provided with high-quality nursing care, would be kept 
for cases of serious illness and another area, supervised by pro- 
fessional nurses but serviced by nurse’s aides, would be reserved 
for minor illness. This type of hospital care facilitates greatly the 
expansion to dormitory wards during an epidemic. Our experi- 


ence with such care in time of epidemic illness convinces us that 


this is a safe and adequate procedure when there is — 
medical control. 
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Case Keports of the Cornell 
University Infirmary and Clinic 


Dr. Alexander: ‘“This is the case of a twenty-four-year-old 
graduate student who came to the Clinic on January 9, 1956, 
with the complaint of abdominal discomfort which he described 
as being like ‘gas pains.’ The pains were not localized; they 
occurred at any time of day, were unrelated to mealtime or physi- 
cal activity, and occasionally awakened him from sleep. He had 
first had pain some time before the start of Christmas vacation, 
and the pain had been somewhat worse then than now; but he 
had not sought medical help. He had had no nausea or vomiting. 
He had noted mild constipation since onset of the present illness. 
About one week before he had noted malaise and fever which 
lasted for two days but subsided spontaneously. 

‘‘Examination at the clinic revealed little of significance. He 
had no fever. The abdomen was not tender, but there was con- 
siderable tympany. My impression at the time was that his 
abdominal symptoms were most likely functional in origin. He 
was in the midst of writing a thesis so that this seemed a probable 
cause of his difficulty. 

‘“‘He returned three days later and reported that he had had 
fever the past two nights and did not feel well. He had continued 
to have mild generalized abdominal discomfort and noted loss of 
appetite. He had fever of 100.4 F. He was admitted to the In- 


firmary that day, January 12, 1956. 
“The history of the present illness as recorded by the resident 


physician is the same as I have just related. He gave a past his- 


tory of excision of an anal fistula in 1952, left epididymitis in 
1946 with resulting atrophy of the left testicle, excision of nasal 
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polyps and drainage of sinuses in 1945, tonsillectomy in 1937, and 
jaundice in early childhood. He had hay fever of mild to mod.- 
erate severity every summer. The only positive fact in his family 
history was that his mother suffered from high blood pressure. 
“The findings on physical examination were within normal 
limits, except for the following: temperature, rectally, 101.6 F.; 
pulse, 108 per minute; slight tenderness in right suprapubic area; 
and a firm, slightly tender mass felt through the anterior rectal 


wall above the prostate. Examination of the urine was normal; 


the W.B.C. was 18,000 with 80 per cent neutrophiles; no ova or 
parasites were found on stool examination; and a chest x-ray 
was negative. 

‘‘Surgical consultation was obtained. The surgeon confirmed 
the presence of the mass above the prostate and noted that it 
was freely moveable. He found the spleen to be just palpable on 
deep inspiration, and tender. He expressed the belief that there 
was no acute surgical condition and recommended proctoscopic 
examination. This was made, and no abnormality was found. 

‘““Because of the continued fever (up to 103.4 F. orally), treat- 
ment with penicillin was begun on January 14. Spiking fever 
continued, although it was not so high as previously. ‘The W.B.C. 
remained high: 20,000 with 79 per cent neutrophiles, 22 of which 
were stab forms. ~ 


‘‘Additional studies included blood cultures, a blood-smear 


examination for malaria, repeated x-ray examination of the 
chest, a heterophile antibody test, and a throat culture. These 
were all negative. A barium enema on January 17 showed con- 
siderable gas in the small intestine, and a redundant loop of the 
sigmoid was far down in the pelvis. There was no certain ab- 
normality of the large bowel. | 

“On January 18 penicillin was stopped and tetracycline begun, 
because fever continued and the W.B.C. was still elevated. Im- 
provement was prompt, and after twenty-four hours his tempera- 
ture returned to normal. With the fall in temperature his general 
condition improved, and he was discharged on January 25 after 
having been afebrile for six days and then feeling quite well. 

“This patient was discharged as a case of fever of unknown 
origin. The differential diagnosis considered especially conditions 
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involving abdominal or pelvic organs: a pelvic abscess of unknown 
origin, amoeboma, and neoplasm, among others. The response 
to antibiotic therapy favored bacterial infection, but none of our 
studies identified the original source of infection or the specific 
bacteria.” | 

Dr. Brown: ‘Did - tender mass which was felt rectally 
disappear?” 

Dr. Darsie: ‘Yes, it did disappear. We were never sure of 
its nature. It was suggested that it might have been the redun- 
dant loop of the sigmoid which was observed by x-ray to be 
rather far down in the pelvis.” 


[Editor’s Note: The presentation of this case as one of fever of un- 
known origin occurred soon after the patient was discharged from the 
Infirmary. The further course proved of considerable interest and 
eventually led to a ca cunt Subsequent developments are therefore 
presented here.] 


After his discharge from the Infirmary the patient was not seen 
until March 13, although he had been instructed at the time of 
discharge to return to the Clinic in one week. He reported that 
since leaving the Infirmary he had felt fairly well but had con- 
tinued to have crampy abdominal pain and loose stools, with 
one attack of frank diarrhea lasting two days. He came in be- 
cause he had passed blood per rectum on two occasions. It was 
dark red. He was admitted to the Infirmary the following day. 

Examination on admission revealed a sallow-complexioned, 
anemic-looking young adult male who appeared chronically ill. 
Oral temperature was 99.2 F. and pulse rate 100. The only sig- 
nificant findings were slight tenderness on deep palpation of the 
left lower quadrant and a mass felt on digital examination of 
the rectum. This was just above the prostate, about 2 inches in 
diameter, and somewhat tender. Laboratory studies were as 


_ follows: hemoglobin, 10.8 gm.; R.B.C., 4,000,000; W.B.C., 


18,000 with 82 per cent neutrophiles; urine, normal; sedimenta- 
tion rate, very rapid. Proctoscopic examination was done on 
March 14, and no site of bleeding or other abnormality was seen. 
X-ray examination of the gastrointestinal tract, made by means 
of both barium meal and barium enema, showed irregular and 
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incomplete filling of the terminal ileum, with gaseous distension 
in the proximal ileum. 

On March 18 Dr. Alexander wrote the following note: ~— ex- 
amination shows that the terminal ileum is in the pelvis and shows 
abnormality. The likely possibilities seem to be two, either an un- 
recognized perforated appendix with resulting pelvic abscess, or a 
regional ileitis with abcess formation. It seems quite possible that the 
rectal bleeding was from rupture of an abcess into the large bowel or 
rectum. 


Treatment with tetracycline was begun on March 18. Previ- 
ously the patient’s temperature had varied from normal to 
101 F. The following day the highest reading was 99.6 F., and 
it remained normal thereafter. The W.B.C. fell to 12,000. The 
mass in the pelvis became much smaller and less tender. ‘The pa- 
tient felt generally well, and he was discharged to ambulatory 
care on March 24. 

He continued to have mild abdominal discomfort at various 
times during nearly every day, and on some days he had a slight 
elevation of temperature (never above 99.6 F.). The mass re- 
mained palpable and slightly tender on rectal examination. On 
April 10, 1956, we repeated the x-ray examination of the in- 
testinal tract. The filling irregularity and deformity were about 
the same as at the time of original study. 

Things continued about the same. He didn’t feel well but was 
able to carry on his school work satisfactorily. On April 12 Dr. 
Lee noted that the mass seemed smaller, softer, and less tender. 


On May 2 the patient reported that three days previously he 


had experienced fever of 102 F. followed by less fever the next 
day and none since. Examination revealed mild deep tenderness 
in the right lower quadrant and suprapubic area. The rectal 
mass seemed unchanged from its previous state. ‘The urine was 
found to contain many white blood cells. Culture of the urine 
recovered Escherichia coli. ‘Treatment with Gantrisin brought 
about prompt clearing of the urine. The rectal mass seemed 
slowly to be getting smaller. 

Within a week after the end of three weeks of treatment with 
Gantrisin the urinary infection recurred. Because of the re- 
current infection an intravenous pyelogram was made. There 
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was no definite abnormality of the urinary tract, but the right 
kidney still retained a little dye at the end of the examination, 
suggesting possible mild obstruction. Since Gantrisin failed to 
clear the urine of evidence of infection, Furadantin was given. 
This resulted in clearing of the urine. The rectal mass was no 
longer palpable on June 5, and the patient felt better than he 
had for a long time. 

On July 3 he was still fesline well and had had no symptoms 
except two mild attacks of diarrhea. The urine contained a few 
pus cells. On August 27 he reported that he was having no diffi- 
culty. A month later he came in because of mild dysuria. He also 
reported that he had on several occasions passed bubbles of gas 
in the urine and on a few occasions his urine had contained 
brownish flecks. 

Cystoscopy was peed on October 6, and a localized area 
of inflammatory change was found in the bladder wall above 
and almost midway between the ureteral orifices. The center 
was dimpled. It was the opinion of the urological consultant, 
Dr. C. Paul Russo, that these changes represented the site of an 
enterovesical fistula. Another intravenous pyelogram showed dye 
retention in the right kidney and apparent narrowing of the 
distal end of the right ureter. However, hydronephrotic changes 
were not seen. 

On November 1, 1956, exploratory laparotomy was performed 
at the Cornell Infirmary by Dr. John Hirshfeld. ‘The preoperative 
diagnosis was, ‘‘fistula between the bladder and intestine, prob- 
ably due to regional enteritis.” 

At operation the small bowel was normal down to the distal 
10 inches. This portion of the terminal ileum was bound down 
in the pelvis in a hairpin fashion, and its mesentery was adherent 
to the rectosigmoid region and to the bladder. The appendix 
went down to the right and posterior to the loop of ileum. After 
the appendix was freed, a fistula was found between the dome 
of the bladder and two points in the rectosigmoid region of the 
large bowel. This fistulous tract also communicated with a cavity 
into which the tip of the appendix had perforated. A probe 
could be passed into the appendix, into the — and into 
the two areas of the colon. © : 
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The involved area of the bladder was quite hard and indurated, 


A biopsy specimen was taken from this area, and the fistulous 
opening was closed with mattress sutures. The openings into the 
rectosigmoid area of the colon also were closed and the terminal 
loop of ileum freed. ‘The wall of this part of the intestine appeared 
normally thin, and there were no mesenteric lymph nodes. The 
appendix was removed and the abdomen closed without drainage. 

The postoperative diagnosis was “‘fistulae between the appendix 
and the bladder and the rectosigmoid area of the colon, probably 
due to perforation of the appendix from acute appendicitis.” 

The pathologist reported that the biopsy from the bladder 
wall showed granulation tissue with chronic and acute inflam- 
matory reaction. The appendix showed fibrosis with chronic and 
acute inflammatory reaction, some areas of which are compatible 
in appearance with regional enteritis. 

The postoperative course was uncomplicated and the patient 
was discharged on the sixteenth postoperative day. 

- Since the operation he has been well. For several months he 
has noted occasional discomfort in the left side of the abdomen, 
but this is relieved by passing flatus. There has been no recurrence 
of urinary symptoms. He has not been subjected to further x-ray 
studies because of the virtual absence of symptoms. 


DISCUSSION 


This case is presented as an example of the difficulty which 
may be encountered in the diagnosis of acute appendicitis and 
its complications. Initially there was no definite history of acute 
symptoms such as is usually found in acute appendicitis with 
perforation. As we came to know this patient better we realized 
that this absence of typical history was at least partially explain- 
able. He is a phlegmatic, uncomplaining individual; and the 
fact that when he first became ill he was kept awake by abdominal 
pain came out only as a result of direct questioning after the 
perforation of the appendix was found at operation. 

X-ray examination of the intestinal tract also helped to lead 
away from the correct diagnosis. It was felt that the changes 
seen in the terminal ileum were most likely the result of regional 
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enteritis. Such a diagnosis was compatible with the history and 
continuing symptoms. Believing this to be the correct diagnosis, 
we followed a conservative plan of treatment until the develop- 
ment of a fistula between the intestinal tract and the bladder 
made surgery. necessary and led to the finding of the perforation 
of the appendix. While the pathologist found changes in the re- 
moved appendix which were suggestive of regional enteritis, we 
believe that these were a result of nonspecific chronic inflamma- 
tion. ‘Ihe normal-appearing intestinal wall as observed at opera- 
tion and the apparent complete redvery following surgery weigh 
heavily against the diagnosis of regional enteritis. 


PSYCHIATRIC CASE CONFERENCE 


Dr. Darling: ‘“The cases today are primarily in the area of 
psychosomatic medicine. One is a rather short term, while the 
other shows different aspects of a long-term nature.’ 

‘The first case is a girl, L.F. She is an attractive girl, a senior 
in the College of Arts and Sciences. Her medical history is sig- 
nificant. She first came to the Clinic in 1950 with colds and 
other minor complaints. In January 1952 she had a pain in her 
leg and right hip, for which Dr. Rachun gave her a thorough 
examination but found no definite pathology. Then she had 
rubella in December 1952. She also had some bleeding from her 
rectum. She preferred to go home for an examination for this, 
and she did. We didn’t get any direct report from her physician, 
but she did get better. She wasn’t seen in the Clinic again until 
this fall, when she had some slight nausea and tension and com- 
plained of being afraid of practice teaching. She came to us 
through the Head Resident. Would you like to tell how she 
came to us, Miss McCormick?”’ 

Miss McCormick: “Because her Head Resident of last year 
had helped, she went back to her. The Head Resident then told 
me something about the situation and asked me if I would be 
willing to see the girl. I saw her on the 10th of October. She 
told me that for several weeks she had had very disturbing 


1 The first case only is reported here. 
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symptoms. She had dizziness. She said that her head felt ‘balmy,’ 
Her heart pounded, and at times she had nausea and occasionally 
vomiting. She added that usually these symptoms were worse 
when she was going down to her practice-teaching class in the 
high school, but she admitted that she had had some of these 
symptoms prior to practice teaching. 

‘“‘The background she gave was that she is an only child. Her 
father is professor at a large eastern university. Her mother was 
a teacher before marriage. She said she just hates the thought of 
teaching, but her parents are anxious for her to be qualified for 
some specific kind of job when she finishes college, and they 
think teaching is the thing. She said that her family always says 
that they want her to make her own decisions. However, when 
she does make them and a decision isn’t in accord with theirs, 
they suggest that she make another decision until it does agree 
with what they want. She has never had any public school ex- 
perience herself. She went to a progressive grade school and to a 
well-known girl’s preparatory school in the East. 

‘The class in which she is doing her practice teaching at the 
high school here is a nonregents group, and she said actually 
the opportunities for teaching work are quite limited because the 
disciplinary problem is so great. She said that she hasn’t really 
had to take the class over yet, but just getting into the classroom 
brings on all these symptoms. 

‘‘T questioned her about anything else that might possibly enter 
in, and she told me that when she was a senior in ‘prep’ school 
she’d been pinned to a boy who was a senior in college and her 
family were very pleased about this because their families were 
friends. When she came up here, she decided she wanted to 
meet other people. This she did, and returned his pin. This 
past summer the family took a trip up to New England where 
these friends live and when they went to visit them she found 
the fellow was more obnoxious than ever. He had just come back ; 

from Europe, and she said you would think he was the only 
person who had ever been there. Even her family were a little 
bit more understanding after this visit. We talked about what 
she might do in her present situation and what she wanted to do. 
She indicated that she would like to do magazine work. She 
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likes to write and she says the only thing in teaching that might 
interest her would be speech correction.” 

Dr. Darling: “After that she took the screening tests, which 
John Summerskill will talk about.” 

Dr. Summerskill: “I won’t go into detail, but the Minnesota 
Multiphasic Personality Index indicated that at that time she 
was somewhat more disturbed than the average student we see 
in the Mental Health Clinic. That would make her considerably 
more disturbed than students on the campus in general.” 

Dr. Darling: ‘“This girl was then discussed in our regular weekly 
case conference. The situation that presente itself relative to her 
symptoms involved her vocational problems. She was disturbed 
about teaching, and about the family pressure relative to this. 


She felt that she should teach, but she was also unsettled about it. 


A good way to proceed, it was agreed, was to study these voca- 
tional problems. Next, then, she saw John Summerskill. He 
would decide what was the best thing to do about this. Would 
you discuss what happened, Dr. Summerskill?”’ 

Dr. Summerskill: “I saw her three times. As Miss McCormick 


_has said, this conflict about what she should do, the teaching, 


was quite severe. The father had been sick and there was strong 


‘pressure at home for her to go to college, primarily to learn a 


trade and thus to get some sort of security. The teaching idea 
had been pushed hard by her family. After talking with her 
I asked her to take the Strong Vocational Interest ‘Test. 

‘““A week later I had the Strong results, and they certainly 
corroborated the artistic and literary interests that she had talked 
about. All the teaching scales on the Strong test were very low, 
no matter what the subject field. So with this ammunition I was 


able to give her even more support toward thinking in terms of 


what she herself wanted to do without regard to this family 
teaching goal. 

‘‘At the same time she had been feeling more comfortable 
about the practice-teaching situation. She apparently felt less 
threatened by the unruly youngsters in the class and by the 
public-school approach to education. In the second interview 
she said that she had had a much better week, that she hadn’t 
felt dizzy, and that the feeling that the floor was moving up and 
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down had not occurred at all. She talked about her father, and 
it was apparent that she was quite resentful of the way he had 
foisted his own ideas and ambitions upon her. 

“Following this interview I talked this case over with Dr, 
Darling, and we agreed that proceeding with the situational 
difficulty was probably the best approach. We would not take 
up more deep-seated problems now because she was making 
progress at the present level. She was feeling better and she was 
beginning to work out her plans. In the third and final interview 
she came in and said that she had been completely symptom-free 
for the past week. She had begun to talk with some of her friends 
and had formed some tentative plans for next year—overseas 
work with the Red Cross. She decided that she was going to 
complete the term in the educational program since she had 
taken it on, but she had definitely given up the idea of teaching. 
Since she was not asking for help with her problems at this point, 
I suggested that we discontinue regular interviews. She agreed 
and she thanked us very much for what we had done.” 

Dr. Darling: “In summary we might say that this girl was 
not a deeply disturbed or a deeply neurotic person. She had a 
fairly adequate personality. She did, however, have a set of dis- 
turbing symptoms which were precipitated by the environmental 
situation. In addition, she had been put under a great deal of 
pressure by her family to do something that she didn’t feel she 
wanted to do. As a result of these conflicts she developed physical 
symptoms. What we did for her was to help her with her im- 
mediate problem. The mental health staff gave her support in 
doing what she wanted to do herself. We also helped her realize 
' that she was a person in her own right; she found encourage- 
- ment in establishing her own identity. The result was that she 
was cured of her symptoms. She now had a program with a 
new sét of goals, and she had our backing in attempting to realize 
these goals. Are there any questions on this particular case?” 
Dr. Moore: ‘“‘What is the prognosis? What is the relapse risk?” 
Dr. Darling: ‘‘We think the prognosis is quite good because 
her personality structure is inherently solid.” 

Question: ‘“How did the parents take this?”’ 

Dr. Summerskill: “‘I told the patient—and [I think this is im- 
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portant—that if she would like us to consult with her parents 
about our recommendations we would be glad to do so; and 
I think she got quite a bit of relief from this. In the next inter- 
view she said that she had decided to tell them in her own way 
about her plans. Now, whether she will do this or not I don’t 
know; but it is important that she feels capable of doing so now.” 

Dr. Darling: “Your question reminds me of one often asked by 
students who come to see us: ‘Do you always get in touch with 
parents?’ Our answer is ‘“‘No.” We urge that they tell their 
parents they are coming to see us, but we don’t insist on it. 
Sometimes, if it is necessary and desirable, we offer to contact 
parents on a student’s behalf.” 
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